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OBJECTIVE To compare the effects of three brief methods of reducing alcohol consumption among family practice
patients.
DESIGN Patients randomly assigned to one of three interventions were assessed initially and at 3-, 6-, and 12-month
follow-up appointments.
SETTING Family practice clinic composed of 12 primary care physicians seeing approximately 6000 adults monthly
in a small urban community, population 40000.
PARTICIPANTS Through a screening questionnaire, 134 men and 131 women were identified as hazardous
drinkers (five or more drinks at least once monthly) during an 11-month screening of 1420 patients. Of 265 patients
approached, 180 agreed to participate and 159 (83 men and 76 women) actually participated in the study.
INTERVENTIONS Three interventions were studied: brief physician advice (5 minutes), two 30-minute sessions
with a physician using cognitive behavioural strategies, or two 30-minute sessions with a nurse practitioner using
identical strategies.
MAIN OUTCOME MEASURES Quantity and frequency (QF) of drinking were used to assess reduction in
hazardous drinking and problems related to drinking over 12 months of follow up.
RESULTS No statistical difference between groups was found. The QF of monthly drinking was reduced overall by
66% (among men) and 74% (among women) for those reporting at least one hazardous drinking day weekly at
assessment (N = 96). Men reported drinking significantly more than women.
CONCLUSIONS These results indicated that offering brief, specific advice can motivate patients to reduce their
alcohol intake. There was no difference in effect between brief advice from their own physician or brief intervention
by a physician or a nurse.

OBJECTIF Comparer les effets de trois types d'intervention breve visant 'a reduire la consommation d'alcool dans
une clientele de medecine familiale.
CONCEPTION Evaluation initiale et apres 3 mois, six mois et 12 mois chez les patients assignes par randomisation
a l'une des trois interventions.
CONTEXTE Clinique de medecine familiale composee de 12 medecins de premiere ligne qui voient mensuellement
environ 6000 adultes dans une petite communaute urbaine de 40000 habitants.
PARTICIPANTS A partir d'un questionnaire de depistage administre 'a 1420 patients sur une periode de 11 mois, on
a identifie 134 hommes et 131 femmes dont la consommation comportait des risques (minimum de cinq consomma-
tions au moins une fois par mois). Des 265 patients contactes, 180 ont accepte de participer; de ce nombre 159 (83
hommes et 76 femmes) ont veritablement participe 'a l'etude.
INTERVENTIONS On a analyse trois types d'interventions breve session de counselling par le medecin (5 min-
utes), deux sessions de 30 minutes par un medecin utilisant les strategies cognitivo-comportementales et deux
sessions de 30 minutes par une infirmiere praticienne utilisant les memes strategies.
PRINCIPALES MESURES DES RESULTATS Au cours d'un suivi de 12 mois, mesurer la quantite et la frequence de la
consommation afin de determiner la reduction de la consommation 'a risque et les problemes lies 'a la consommation.
RESULTATS Aucune difference statistique entre les groupes. Chez les participants qui avaient rapporte, lors de
l'evaluation initiale, au moins une journee par semaine de consommation 'a risque (N = 96), on a constate une reduc-
tion globale de la quantite et de la frequence des consommations mensuelles de 66 % (chez les hommes) et de 74 %
(chez les femmes). Les hommes ont rapporte consommer significativement plus que les femmes.
CONCLUSIONS Ces resultats montrent que des sessions breves de conseils precis peuvent motiver les patients 'a
reduire leur consommation d'alcool. On n'a pas constate de difference entre l'efficacite des sessions breves par le
medecin personnel du patient et les interventions breves par un autre medecin ou par une infirmiere.

This article has been peer reviewed.
Cet article afait l'objet d'une evaluation externe.
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Icohol consumption and its consequences
can be viewed along a continuum, on
which "most people have no alcohol prob-
lems, many people have few problems,

and a few people have many alcohol problems."'
Outcome studies suggest that treatment is more
effective, and of shorter duration, the earlier a person
receives it.'

The point of entry into the health care system is
usually through contact with a family physician.
Although people with alcohol-related problems tend
to use health care services more frequently than the
general population,"6 alcohol-related treatment pro-
grams have traditionally been separated from gener-
al medical practice. Yet 90% of adult medical
outpatients report using alcohol, and 45% report a
history of excessive drinking consistent with "at risk
drinking or dependence."7-9 Many reports document
that increasing health problems parallel the severity
of alcohol abuse; excessive drinkers have an
increased risk of injury,10 have multiple health prob-
lems,11"13 have double the mortality rate,14 and use
health care services at higher rates than those who
drink moderately.'5,16
An estimated 15% of family practice patients con-

sume harmful amounts of alcohol.17 Physicians are
well situated to detect the signs of alcohol abuse
and to intervene early without undue demands on
their time. 14'18'19

The review by Rush et al'9 indicates physicians
vary greatly in approach to screening for alcohol use
and dealing with problems relating to alcohol. The
Alcohol Risk Assessment and Intervention project of
the College of Family Physicians of Canada is an
important advance in educating physicians.
We evaluated the effect of providing brief, specif-

ic information, together with strategies for reducing
alcohol intake, to patients attending a family
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Canada's National Annual Scientific Assembly in April
1994 in Banff, Alta.

practice. Cognitive-behavioural strategies have
been successful in several populations of problem
drinkers.20-23 All strategies are described by
Sanchez-Craig and colleagues.2

METHOD

Screening procedures
Twelve physicians (six men and six women) at a fam-
ily practice centre in a small city (population 40000)
agreed to have their patients screened on a weekly
rotating schedule. Consecutive patients older than
15 years were approached by the attending nurse in
the privacy of the examining room while waiting for
appointments with their physicians. Patients were not
selected by their physicians. Over an 11-month peri-
od, 1420 patients completed a brief questionnaire con-
taining four CAGE24 items and questions about
alcohol consumption over the previous 28 days. The
questionnaire was acceptable to patients and was used
to identify patients for the study.25

Study selection criteria
Upon completing the screening questionnaire,
patients at risk were identified if they had respond-
ed positively to one or more CAGE items or had
reported that they consumed four or more stan-
dard drinks on any day in the previous 28 days.
The criterion of four or more drinks was used to
ensure no individual was overlooked. Positive
response to one CAGE item alone did not screen a
patient into the program.

Of 134 male and 131 female patients identified, six
men and 19 women answered yes to two or more
CAGE questions without reporting a hazardous
drinking day. Of the 265 patients contacted by tele-
phone, 180 (68%) agreed to return for an appointment
and 159 (60%) attended. The remainder, for various
reasons, declined to participate or did not believe
their drinking needed attention. Those who did not
participate reported a greater mean of total drinking
days during the previous 28 days (t [df= 238] = 2.41,
P=.02). They declined further contact for this study.

Design
Patients were randomly assigned to one of three
strategies: 5 minutes' advice from their own physi-
cians, brief intervention by a physician, or brief inter-
vention by a nurse practitioner. Advice from patients'
family physicians (5 minutes) was considered mini-
mal treatment (the control). Follow-up information
was collected at 3, 6, and 12 months.
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Statistical method
A multivariate analysis of variance (MANOVA) with
repeated measures was used to compare patient reports
of alcohol consumption over four periods (assessment,
3-, 6-, and 12-month follow up), using two independent
measures (sex and group). The dependent measure
was quantity-frequency (drinks x days), the mean
monthly report (QF) given by the patient. A power
analysis was conducted to determine the sample size.
The estimated effect in reducing consumption was 10%
for spontaneous reduction, 30% for brief advice, and 50%O
for the brief intervention. Assuming group means dis-
tributed evenly over this range, with the a level set at
P<.05, each group would require 50 subjects.

Procedure
When patients arrived at the clinic for their sched-
uled appointments, they were interviewed by the
research coordinator. They signed an agreement to
participate and completed a lifestyle and substance
abuse questionnaire. The first intervention or advice
session followed immediately.

For the 5 minutes' advice, patients' family physi-
cians used the patients' initial self-reports of drinking
to give specific information on a standard drink, the
limits of moderation, sensible drinking, and avoiding
risky situations. Possible connections between drink-
ing and the health concerns that prompted the office
visit were identified. This advice was reinforced with
a handout.

Dr Martha Sanchez-Craig, a psychologist at the
Addiction Research Foundation, provided the initial
on-site training, supplied the booklets, and reviewed
videotaped practice interview sessions. The other
physician and the nurse practitioner both offered two
sessions 2 weeks apart, which included the basic
information given in the brief advice, and helped
patients understand the function of alcohol within
their daily activities. A plan of action specifying a
goal, developing strategies for moderation, and keep-
ing daily drinking records was discussed. At the end
of the first session, patients were given booklets con-
taining this information and sheets on which to
record their drinking.

RESULTS

Of the 159 patients who kept their first appointments,
158 (99%) were located at 3 months', 148 (93%) at
6 months', and 143 (90%/o) at 12 months' follow up. No
patient declined follow-up appointments, although
some stated they had no need for further contact.

Table 1. Patient characteristics
at assessment (N = 159)

TREATMENT GROUPS

NURSE BRIEF
PHYSICIAN PRACTITIONER PHYSICIAN

INTERVENTION INTERVENTION ADVICE
PATIENT CHARACTERISTICS (N = 40) (N = 66) (N = 53)

Men 23 37 23
........................................................I......................................................

Women 17 29 30

Mean age 30.7 31.8 30.6
.........................................................................................

Married or common-law 16 31 27
........I................................................I.....................................................

Single (unmarried, 24 35 26
divorced, or widowed)
..............I.......................................................I........................................

Employed full time 21 36 22

Employed part time 5 10 11

Unemployed 14 20 20

Previous alcohol treatment 2 2 1

Currently receiving 4 3 6
mental health treatment

Daily alcohol use 6 7 2

Morning alcohol use 5 6 2

Family history of alcohol abuse

* Grandparent 2 8 4

* Parent 6 21 18

* Sibling 4 6 9

* Other relative 3 2 5

Demographic and alcohol-related indices are
given in Table 1. The three strategy groups did not
differ (P>.10) on these variables. Twenty-five percent
of the patients scheduled for the physician and nurse
practitioner interventions did not return for their sec-
ond session scheduled 2 weeks later.

1-year outcome
Mean monthly QF was reduced significantly in the
total sample (N = 143) for both men (47%) and
women (37%) over the 12-month period (Table 2).
There were no significant differences by group,
but time, sex, and sex-time interactions were
significant: time (F [df= 3,125] = 10.1, P<.000),
sex (F [df= 1,137] = 38.5, P<.000), sex-time interac-
tion (F [df= 3,135] = 2.86, P<.039).
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Table 2. Monthly quantity-frequency of drinking reported by patients followed
for 12 months (N = 143)

PATIENT GROUPS ASSESSMENT 3-MONTH FOLLOW UP 6-MONTH FOLLOW UP 12-MONTH FOLLOW UP OVERALL REDUCTION (%)

MEN
............................................................................................................................................................................................................................

Group 1 46.2 44.0 31.5 27.7 40
............................................................................................................................................................................................................................

Group 2 51.0 37.0 24.7 22.9 55
............................................................................................................................................................................................................................

Group 3 51.3 35.2 29.6 27.5 46

WOMEN
.............................................................................................................................................................................................................................

Group 1 11.6 10.7 9.2 8.2 30
..................................................................................................................................................................................................................I..........

Group 2 24.2 14.2 12.8 10.6 56
.............................................................................................................................................................................................................................

Group 3 9.4 12.3 6.1 6.0 26

Group 1 -physician intervention, group 2-nurse practitioner intervention, group 3-briefphysician advice.

Table 3. Monthly quantity-frequency reports for clients reporting at least one hazardous
(five or more drinks) drinkdng day at assessment followed through 12 months (N = 96)

PATIENT GROUPS ASSESSMENT 3-MONTH FOLLOW UP 6-MONTH FOLLOW UP 12-MONTH FOLLOW UP TOTAL (%)

MEN
............................................................................................................................................I....................................................................................

Group 1 56.2 55.2 31.5 26.6 59
.............................................................................................................................................................................................................................

Group 2 47.4 27.4 15.8 12.7 73
.............................................................................................................................................................................................................................

Group 3 56.1 30.8 25.9 20.4 64

WOMEN
...........................................I.....................................................................................................................................................................................

Group 1 11.1 5.0 3.0 2.3 79
.............................................................................................................................................................................................................................

Group 2 25.3 11.1 9.5 6.6 74
..............................................................I.................................................................................................................................................................

Group 3 11.8 6.9 5.8 3.9 66

Group 1 -physician intervention, group 2- nurse practitioner intervention, group 3-briefphysician advice.

The sex-time interactions were of statistical, rather
than clinical, significance.

Hazardous drinkers
Results at assessment compared with the original screen-
ing indicated that 106 of the 159 patients continued to
report one or more hazardous drinking days. The
remaining 53 patients reported cutting back on their
drinking between screening and assessment A further
MANOVA was conducted on the remaining 106 patients
(hazardous drinkers only, since this level of drinldng was
particularly targeted by the project). Of the 106 patients,
96 were followed through 12 months. Table3 shows that
these 96 patients (men 65%, women 73%) reported a
greater reduction over the 12-month period: time
(F [df= 3,88] = 14.2, P<.000), sex (F [df= 1,90] = 23.2,
P<.000), sex-time interacdon (F [df=3,88] =3.62, P<.016).

Inspection of hazardous drinkers' reports showed
that nearly all patients reduced their alcohol intake,
but very few eliminated all days of drinking at haz-
ardous levels. However, taking the criterion of
48 drinks monthly for men (four drinks on three
occasions weekly) and for women (three drinks on
four occasions weekly) as acceptable levels, 31 men
and six women reported drinking above this level at
assessment. At 12-month follow up, 18 (58%) of these
men and all six (100%) women reduced their monthly
intake to below this criterion.

Problems associated with drinking
Patients were described as problem-free if they had
no more than one of the following physical or
dependence symptoms. Physical symptoms includ-
ed insomnia, headache, nausea, cramps, diarrhea,
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palpitations, shakiness, sweats, poor memory, poor
concentration, mood or personality changes, and
feeling sluggish. Dependence symptoms included
tremors when drinking had stopped, hallucinations,
delirium tremens, seizures, drinking to relieve with-
drawal symptoms, anxiety or panic when alcohol
was unavailable, and an obsession with alcohol or a
compulsion to drink. Table 4 shows the proportion
of problem-free patients at each follow-up period.
Only one patient with missing reports was estimat-
ed to be problem-free, based upon his last report
(at 3 months). Other missing patients were estimat-
ed as continuing to have problems (15% to 39% for
men, and 22% to 53% for women). The frequency
and number of symptoms were reported as reduced
by most patients.

DISCUSSION

This study investigated drinking patterns of family
practice patients who might be at risk for developing
problems associated with alcohol. Our study had sev-
eral limitations. Alcohol consumption level was based
on self-report and thus could have been underreport-
ed. However, underreporting should have been the
same in all groups. This study used 28-day reports of
alcohol consumption and thus, due to averaging,
might have reported lower levels of consumption
than 7-day reports in the Anderson and Scott study26
and the ARAI recommendations27 would have report-
ed. Screening took place in offices, so it would not
reach patients in nursing homes, those cared for at
home, and the 25% to 30% of family practice patients
who do not make yearly visits to a physician.

Patients who declined to participate in the study
(32%) and those who agreed to return for an appoint-
ment, but did not, had a higher mean of total drinking
days. Their physicians were not aware of this increase
because of our anonymous screening. Other studies
had a lower return rate (2% return of questionnaires
and 29% eligible for the study by Anderson and Scott26;
1.1% return of questionnaires and 25% eligible for the
study of Wallace et a12). We had a much higher return
of questionnaires (97%) but a smaller number of
patients eligible for the study (20%).

Our screening data showed that men drank more
frequently at a higher level than women. Despite the
fact that men and women were identified as drinking
hazardously in about the ratio of 3:1, the overall effect
of screening was to reach as many women as men,
because women tend to visit their physicians
more frequently.

This study offered information and specific strate-
gies to patients who reported hazardous alcohol con-
sumption or who identified problems associated with
alcohol. The brief advice was intended as the mini-
mum a physician should offer a patient once haz-
ardous drinking was identified (the control group).
Twenty-eight of 134 patients reporting hazardous
drinking at screening had already cut back on their
consumption, eliminating all hazardous days at
assessment. This suggests that even a brief screen-
ing questionnaire is sufficient for some individuals to
reflect on the level of their drinking. Those still
reporting hazardous drinking at assessment reported

Table 4. Percentage of patients categorized
as problem-free at assessment and follow-up
appointments

PROBLEM-FREE MEN PROBLEM-FREE WOMEN
TIME OF INTERVENTION (N = 83) (N = 76)

Assessment 12 (14.5%) 17 (22.4%)

3-month follow up 25 (30.1%) 38 (50.0%)

6-month follow up 29 (34.9%) 39 (51.3%)

12-month follow up 32 (38.6%) 40 (52.60%)

a steady decline over the 12-month follow-up period,
but very few eliminated all hazardous days. Half of
women and two thirds of men continued to report
some (although fewer) problems associated with
their drinking.

At 12-month follow up, Anderson and Scott26
reported a reduction of 13% at-risk (male) drinkers
attributed to their intervention. This group also had a
greater reduction in the total sample (195g of alcohol
weekly), but a smaller reduction when attempting to
determine the treatment effect. This group did not
have a 3-month and 6-month follow-up contact to influ-
ence the determination of effect The researchers did
divide their control group into those with and without
assessment with no difference in effect.
The study by Wallace et al28 found a slightly

greater effect of physician intervention than the
Anderson and Scott study. At 1-year follow up, the
treated group showed a mean reduction in consump-
tion of alcohol of 180 g weekly versus a reduction of
80 g weekly in the control group.

In our study the effect was recorded in QF monthly.
At 12 months the overall decrease for men was 47%.

Family practice, with its high patient return rate, is
an ideal setting for ongoing outcome assessment as
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an integral part of the delivery of high-quality health
care. The reactive effect of the follow-up process
requires more systematic investigation, especially
where minimal strategies are used.

CONCLUSION

We found the different methods of presentation of
brief strategies for reducing alcohol intake had simi-
lar effects. We expected that the two 30-minute ses-
sions would be more effective than the 5-minute
physician advice. The following conclusions can be
drawn.
* Patients reacted to the screening and assessment

tools, thus reducing overall alcohol consumption in
the groups.

* The advice and pamphlet given by family physi-
cians was more effective than originally predicted.

* Whether a physician or nurse delivered the brief
intervention, the effect was the same.

Experts estimate that consumption of more than
12 alcoholic drinks weekly represents moderate risk
for developing alcohol problems. Such drinking can
cause problems, especially if drinking exceeds four
drinks daily for men and three drinks daily for
women. Drinking above this level provides physi-
cians with sufficient reason to discuss patients' use
of alcohol.

The effect of family physicians' giving brief advice
on hazardous drinking could be considerable.
Moreover, this type of intervention costs little and
appears to be effective, at least in a 12-month
follow-up period.
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of a pregnant woman may be considered in order to pre-
vent hepatitis B in high-risk situations.
As with all biologicals, a solution of 1 in 1,000 adrena-
line should always be readily available for immediate use
in case of a rare anaphylactic reaction.
ADVERSE REACTIONS
Engerix-B (hepatitis B vaccine [recombinant]) is gener-
ally well tolerated.
The most frequently occurring adverse events, usually
mild and transient, are associated with the injection site
and include soreness, erythema and induration.
DOSAGE
Schedule: The recommended schedule is 3 doses
administered at 0, 1 and 6 months. For more rapid pro-
tection, a 4 dose schedule (0, 1, 2 and 6 months) results
in the development of protective anti-HBs titres by 3
months. The fourth dose (at 12 months) is required to
maintain prolonged, protective anti-HBs titres.
Adults 20 years and over: A dose of 20 pg of antigen
protein in 1 mL suspensions.
Neonates, infants, children and adolescents up to 19
years: A dose of 10 pg of antigen protein in 0.5 mL sus-

pension. If compliance to the full 0, 1, 6 month schedule
cannot be assured in 11 to 19 year old adolescents, a 20
pg dose should be used to ensure seroprotection. When
the pediatric presentation is not available, other presen-
tations may be used for withdrawing the appropriate
dose.
Hemodialysis and immunocompromised patients:
A 2 mL dose of Engerix-B (40 pg) is recommended.

VACCINATION SCHEDULES
3-Dose 4-Dose Hemodialysis
Schedule Schedule Patients

TIMING OF DOSES

1st dose Zero time Zero time Zero time

2nd dose 1 month 1 month 1 month
after 1st dose after 1st dose after 1st dose

3rd dose 6 months 2 months 2 months
after 1st dose after 1st dose after 1st dose

4th dose - 12 months 6 months
after 1st dose after 1st dose

For more rapid protection, a 4-dose schedule results in the development of
protective anti-HBs titres by 3 months. The tourth dose (at 12 months) is
required to maintain prolonged protective anti-HBs titres.

Booster doses: After the 0, 1, 6 month primary immu-
nization schedule, a booster dose will probably not be
required earlier than 5 years after the primary course.
For hemodialysis and immunocompromised patients, a
booster (40 pg) may be required sooner. Regular sero-
logical monitoring is recommended to ensure that anti-
bodies are and remain at protective levels.
ADMINISTRATION
Check the expiry date of the vaccine carefully. Do not use
vaccine beyond its expiry date. Shake the vaccine well
before use so as to resuspend the sediment of fine white
particles of adjuvant (aluminum hydroxide) which set-
tles during storage.
Engerix-B should be injected intramuscularly. In
adults the injection should be given in the deltoid region.
In neonates and infants it may be preferable to inject
Engerix-B in the anterolateral thigh because of the small
size of their deltoid muscle. In special circumstances the
vaccine may be administered subcutaneously in patients
with severe bleeding tendencies (e.g., haemophiliacs).
Engerix-B must not be given intravenously or intrader-
mally. Engerix-B may be administered simultaneously
with hepatitis B immunoglobulin (HBIG); however, it
must be administered at a separate injection site.
AVAILABILITY OF DOSAGE FORMS
Engerix-B (hepatitis B vaccine [recombinant]) is avail-
able in four size formats, all containing the same formu-
lation. Each 1 mL of vaccine contains 20 pg of hepatitis
B surface antigen adsorbed onto 0.5 mg of Al- as alu-
minum hydroxide. Engerix-B contains 0.005%
thimerosal as preservative.
0.5 mL single pediatric dose vial containing 10 pg of
hepatitis B surface antigen per vial in a carton with
Prescribing Information leaflet.
1 mL adult dose vial containing 20 pg of hepatitis B sur-
face antigen per vial in a carton with Prescribing
Information leaflet.
For mass immunization programs, a 5 mL multi-dose
vial containing 100 pg of hepatitis B surface antigen per
vial and a 10 mL multi-dose vial containing 200 pg of
hepatitis B surface antigen, each in a carton with
Prescribing Information leaflet.
Full prescribing Information available on request.
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